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INTRODUCTION:  Weight  regain  after  bariatric  surgery  remains  a challenging  problem  with  regard  to  its
surgical  management.
PRESENTATION  OF  CASE:  A  30 year-old-female  patient  with  weight  regain  after  failed  laparoscopic  gastric
plication  and  previous  gastric  banding  was  evaluated  in a tertiary-care  university  setting.  Her  last  body
mass  index  was  calculated  as 40.4 kg/m2. Preoperative  ultrasonography  revealed  cholelithiasis.  Laparo-
scopic  sleeve  gastrectomy  with  cholecystectomy  was  planned  as  a redo  surgery.  A ﬂoopy  and  plicated
stomach  with  increased  wall  thickness  of the  greater  curvature  was  seen.  After  adhesiolysis  between  the
plicated  part  of  stomach  and the  surrounding  omental  tissues,  concomitant  laparoscopic  sleeve  gastrec-
tomy  and  cholecystectomy  were  performed.  She  was  discharged  on  the  4th  post-operative  day  without
2eight regain any  complaint.  At  the  postoperative  3rd  month,  her body  mass  index  was  recorded  as  24 kg/m .
DISCUSSION: Redo  surgery  of  morbid  obesity  after  failed  bariatric  surgery  is  a  technically  demanding  issue.
Type  of  the  surgical  treatment  should  be  decided  by the  attending  surgeon  based  on the  morphology  of
the  remnant  stomach  caused  by previous  operations.
CONCLUSION: As  a redo  surgery  after  failed  laparoscopic  gastric  plication  and  gastric  banding  procedures,
laparoscopic  sleeve  gastrectomy  may  be  regarded  as  a safe  and  feasible  approach  in  experienced  hands.
© 2013 The Authors. Published by Elsevier Ltd on behalf of Surgical Associates Ltd. . Introduction
Obesity has an increasing incidence, and its treatment is a
rowing issue. Surgical treatment of obesity includes many types
f operative procedures.1 Although laparoscopic gastric plication
LGP) has been an evolving surgical procedure over the last years,
he long term outcomes and complications are not clear yet.
owever, weight regain with its management seems a signiﬁcant
roblem after LGP.2
Herein, we report laparoscopic sleeve gastrectomy (LSG) in the
anagement of weight regain after failed LGP.
. Presentation of caseA 30 year-old-female admitted to our clinic with intermittent
ausea, vomiting and weight regain after her previous bariatric
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ttp://dx.doi.org/10.1016/j.ijscr.2013.07.020surgeries. She underwent laparoscopic gastric banding in 2009. She
was 115 kg in weight (BMI = 40.7 kg/m2) before gastric banding.
One year after gastric banding procedure, her weight decreased to
84 kg (BMI = 29.8 kg/m2). However, gastric band was released due
to band slippage. Then, she regained weight gradually and reached
up to 110 kg (BMI = 39.0 kg/m2) in one year. As a bariatric surgery,
LGP was performed in 2011. Although she had nausea and vomiting
intermittently, her weight decreased to 91 kg (BMI = 32.2 kg/m2)
in 20 months. Consequently, she started to gain weight again.
Then, the patient admitted to our department with a body weight
of 114 kg (BMI = 40.4 kg/m2). Due to weight regain and intermit-
tent complaints, switch operation to LSG was  planned. Abdominal
ultrasonography revealed cholelithiasis. Intraoperatively, a ﬂoopy
and plicated stomach was  seen (Fig. 1). Increased wall thickness
of the greater curvature of the stomach was  seen. There were
severe adhesions between the plicated part of stomach and the
surrounding omental tissues. Plication sutures were seen after
relief of the adhesions by sharp dissection (Fig. 2). Concomitant
LSG and cholecystectomy were performed (Fig. 3). The greater
curvature of the stomach seemed to be thicker than the native
Open access under CC BY-NC-ND license.stomach (Fig. 4a and b). She was  discharged on the 4th post-
operative day without any complaint. She decreased to 68 kg
(BMI = 24 kg/m2) at the postoperative 3rd month with no evident
complaint.
s Ltd.   Open access under CC BY-NC-ND license.
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Fig. 1. Intraabdominal appearance of plicated and ﬂoopy stomach.
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. Discussion
Surgical treatment of obesity includes many types of operations.
oth LSG and LGP are restrictive procedures. LSG has gained pop-
larity throughout the world. Large scale studies showed that LSG
or obese patients has proved to be a technically easy, safe, and
eneﬁcial operation.3–6
On the other hand, LGP is an evolving surgical approach over
he past few years. No sufﬁcient and satisfactory data has been
eported about the long-term effectiveness of this procedure.7
ue to the lack of long-term results, management of weight
egain after LGP remains controversial. However, in a recently
ublished prospective nonrandomized study, the short-term out-
omes and associated complications between LGP and LSG were
tudied. According to the study, there were signiﬁcant differences
Fig. 3. Final appearence of the tube stomach after LSG.Fig. 4. (a) Gross appearance of the resected stomach. (b) Plication line (black arrows)
within the stomach.
in mean percentages of excess weight loss and loss of feeling of
hunger at the postoperative ﬁrst year after LGP and LSG (58.8 ± 16.7
versus 80.0 ± 26.8, p = 0.038; 27.3 versus 72.7, p = 0.033, respec-
tively). Therefore, LGP comparing with LSG was regarded as an
inferior restrictive procedure for weight loss despite of its lower
cost.8
In the present case, we  successfully managed the problem of
weight regain after failed LGP via LSG. It was  thought that previ-
ous LGP was  unsuccessful to reduce the capacity of the stomach
as a restrictive procedure. The stomach was  enlarged and its
volume was  increased to an approximately native stomach. Intra-
abdominal adhesions evolved around the stomach causing some
technical difﬁculties which could be overcome by advanced laparo-
scopic experience of our team.
To the best of our knowledge, this is the ﬁrst case in which
LSG has been performed for failed LGP in the English literature.
As a redo surgery after failed LGP and laparoscopic banding pro-
cedures, it was shown that LSG may  be regarded as a safe and
feasible approach. However, further clinical trials and larger case
series needed to deﬁne the optimal management of weight regain
after bariatric surgery.
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